Letter to the editor
Adenoid cystic carcinoma (ACC) is the most common tumour of the minor salivary glands, but it also represents a rare type of breast cancer, accounting for 0.1-1% of all breast tumours [1, 2] . ACC of the breast usually presents with a favorable prognosis due to its low incidence of lymph node and distant metastasis [1] . Management is currently similar to that of other breast cancer comprising mastectomy or breast conserving treatment with axillary dissection or sentinel node biopsy, radiotherapy and chemotherapy. We reviewed our experience with patients affected by ACC treated at our institute.
From 1990-2007 we treated 13 women affected by ACC, all patients underwent to definitive quadrantectomy, 2 patients underwent sentinel lymphnode biopsy and 11 patients axillary lymph node dissection.
Histology confirmed the presence of ACC in all the patients; however in 3 cases it was intermingled with ductal carcinoma. Rare are the cases of ACC intermingled with other types of breast cancer; in literature there are some case reports where ACC is mixed with other histology as small cell carcinoma [3] and spindle cell carcinoma [4] . The analysis showed negative margin with tumor at least 10 mm from the gross margin. Only 2 patients had positive lymph nodes with an N2a stage in both cases. The incidence of lymph node metastasis is very low; in literature axillary involvement appears in approximately 15% [5] . Sumpio et al. [6] showed in 120 cases from the literature, lymph node metastases in only 4 cases. Sentinel biopsy should be proposed in the presence of ACC of the breast, reserving the more invasive axillary dissection to individual cases. Estrogen and progesterone receptors were negative in 9 patients, while HER2 was positive in only 1 case. Very common is the triple negative status in this kind of tumor, e.g. Leeming et al. [7] reviewed 140 cases and found only one case positive ER.
All the patients received adjuvant whole breast radiotherapy (range 50-60 Gy) and 2 patients underwent adjuvant chemotherapy for positive lymph nodes; hormonal therapy was administered in 3 out of the 4 cases of positive receptors. At a median follow-up of 74 months after resection, 1 patient presented local relapse and 1 patient distant metastasis. The patient with local relapse was operated for a tumour of 4 cm, histology was positive for ACC and ductal carcinoma with positive hormonal receptors. Distant metastases occur most frequently in the lung, without sentinel lymph node involvement as in our patient. In our analysis none died from disease.
In conclusion, primary treatment of ACC of the breast is surgical and quadrantectomy can be a valid approach if followed by radiation therapy on the whole breast [8] ; unknown is the role of chemotherapy. It is important to recognize ACC of the breast as different entity from ACC of head and neck, the implications for management and outcome are significantly different but due to the rarity of the histology there are no standardized guidelines. 
